H ealth care costs rose from 8.4% of the U.S. Gross National Product in 1978, to approximately 11.5% of the GNP in 1989. This rise translated into average rates of increase in corporate health insurance premiums of 15% to 20% per year in the 1980s (Harper, 1988; Francis, 1990) . The Department of Health and Human Services estimates health care costs will increase to 15% of the GNP by the year 2000. Per capita expenditures on health care are projected to increase from $1,837 in 1986 to $5,551 per person in 2000 (Babbitz, 1989) . Corporations pay a large portion of these costs.
This article examines corporate attitudes and responses to the growing problem of rising health care costs; the impact of corporate strategies on the health care delivery system; effects on preventive services, outpatient and inpatient care, mental health care, long term care, and disability plans; and the influence exerted by corporations and insurers acting together.
More aggressive corporate health care cost containment is inevitable. Corporate influence on the health care delivery system is increasing (Babbitz, 1989) . Occupational health nurses can contribute to this influence if they become more knowledgeable about their companies' cost containment efforts, and if Occupational health nurses can playa valuable role in helping employees to access and effectively utilize a changing health care system. they build better relationships with benefits managers and health insurance plan designers. Preventive health care, health promotion, disability management, and other programs can figure prominently in Cost containment plans. Working with benefits personnel, occupational health nurses can build support for new and existing preventive health and health management programs. They can also help ensure that effects on employee health and on the quality of care delivered are adequately considered in the process of health care cost containment.
CAUSES OF RISING HEALTH

CARE COSTS
Prior to World War II, the view of health care as a right of all citizens was in the beginning stages. Technology was relatively simple. Most health care was provided for acute illnesses or trauma that were "cured" in a short period of time. Costs were relatively low.
After World War II, health care began to be seen as a right. The government was perceived as responsible for organizing and monitoring health care for everyone. Technology exploded and became increasingly expensive, "overwhelming and capturing" the health care system (Torrens, 1978) . The nature of illness turned from acute events to chronic long term illnesses that are more difficult and expensive to treat.
At the same time, the health insurance industry and third party payment system developed. During the wage freezes of World War II, companies used benefits such as pensions, disability programs, and health insurance plans in lieu of salary and wage increases. Although health insurance covered fewer than 20% of Americans prior to World War II, it covered more than 70% of Americans by the early 1960s. Most Americans no longer paid directly for their medical care (Torrens, 1978) .
With more Americans covered by health insurance, third party payments increased from covering 35% of personal health expenditures in 1950 to 72% in 1987. "With neither the physician nor the patient con-cerned about the cost of treatment, little restrains physicians from prescribing all services that might be effective, regardless of their cost and how small or unproven their effectiveness" (Ginsburg, 1987) . One author described the cost-plus reimbursement system as similar to "giving children open-ended credit cards to a candy factory" (Herzlinger, 1985b) .
CORPORATE ATTITUDES TOWARD RISING HEALTH CARE COSTS
Corporations cannot continue to absorb annual increases of 15% to 20% in health care premiums without an adverse effect on profits. In 1985, health insurance benefits averaged 6.5% of payrolls. A Harvard Business School professor commented, "Corporate expenses for health care are rising at such a fast rate that, if unchecked, in 8 years they will eliminate all profits for the average Fortune 500 company and the largest 250 non industrials" (Herzlinger, 1985a) . In fact, health care costs as a percent of pre-tax profit increased from 9% in 1965 9% in , to 23% in 1975 9% in , to 49% in 1987 9% in (Levit, 1989 .
American businesses have been slow to awaken to the threat of rising health care costs. As recently as 1981, one observer commented that the information quotient of the average CEO on the subject of health care costs is "somewhere in the area of 0 to 5 on a scale of 100" (Herzlinger, 1985a -Meidinger, 1985) . Even so, a 1988 phone survey of 100 senior benefits executives from a cross-section of the largest U. S. industrial and service firms found a long term view on containing health care costs lacking. The benefits consulting firm conducting the survey found that: • 71% of the senior benefits executives said their companies had no formal plan for controlling health care costs over the long term. • 68% said they had no health care information management system in place for regular monitoring of costs. • 44% said their companies approached the health care cost problem with a quick-fix orientation (Harper, 1988) . CEOs have been slow to generate concerted long term actions for controlling health care costs. This undoubtedly will begin to change.
Corporations do think they know some of the factors involved in rising health care costs. In the CEO survey, those responding listed the three factors they believed were most responsible for the rapid increase of health care costs in this country. The most frequently chosen factors were: 1. Employee insulation from cost, created by third party reimbursement (67%). 2. High cost of new technology, e. g., nuclear scanners, trans-plants (48%). 3. Society's expectation that everyone should have good health care at any cost (34%). 4. Increased provider expenses, e.g., malpractice insurance, labor costs (31%). 5. An aging population (26%). 6. Inefficient hospital management (23%). Although opinions on the relative importance of each factor may differ, corporations are beginning to implement strategies to contain costs. The strategies are not necessarily well planned and coordinated, but they are having an impact on the health care system from a number of perspectives.
CORPORATE COST CONTAINMENT EFFORTS
In the survey of 886 CEOs (Mercer-Meidinger, 1985) , CEOs clearly thought that businesses could have an effect on health care costs. In response to the question, "Which one of the following groups do you believe will have the most effect on health care cost containment by 1990?" the responses were: • Employers (32%). • Employer/provider coalitions (27%). • Federal government (16%). • Health Maintenance Organizations (8%). Businesses are using four basic strategies to contain health care costs (Ginsburg, 1987) : 1. Reducing illnesses (e. g., through preventive health services). 2. Shifting more responsibility for payment to individuals (e. g., employees paying higher deductibles or a greater percentage of coinsurance). 3. Reducing resources used in health care (e.g., through physicians performing fewer expensive procedures or through shifting care to lower cost settings). 4. Obtaining lower prices for health care resources (e.g., shifting care to lower priced providers or negotiating discounted prices).
A common concern in health care cost containment is the effect on the quality of care. Although corporations have real concerns about maintaining quality care, they also believe that costs can be saved without significantly affecting employees' health. For example, in 1985 Americans spent almost 50% more on health care than Canadians, twice as much as the Japanese, and triple the spending of the British. Yet all four countries have comparable life expectancy levels (Harper, 1988) .
EFFECTS ON HEALTH CARE
SYSTEM Any complete system of health care has certain basic elements. The effects of corporate COst containment efforts on some of these elements are described below. The delivery of health services is where the effects of cost containment efforts will be most visible to the consumer. Occupational health nurses can play a valuable role in helping employees to access and effectively utilize a changing health care system, while helping to contain health care costs for their companies.
Public Health/Preventive
Health Care One method of reducing health care premiums is to decrease the incidence of illnesses. The provision of on-site wellness programs is one effective method. Corporations provide a range of services, from annual physicals and vaccinations, to onsite aerobics, to partial subsidy in a local YMCA. Smoking cessation, substance abuse education and counseling, hypertension detection and control, cholesterol control, breast cancer prevention and detection, nutrition, exercise, and general fitness classes, and many other health education/improvement classes can be offered.
A number of articles on health promotion have been published in recent years. A growing body of literature supports the cost-effectiveness of employer sponsored health promotion programs. How-Although corporations have real concerns about maintaining quality care, they also believe that costs can be saved without significantly affecting employees' health.
ever, many companies are not waiting for the hard data on cost savings. They are starting new programs and actively maintaining programs already in place (Popp, 1989) . Occupational health nurses can play an instrumental role.
In 1985, 50% of corporations offered well ness programs. Only 2 years later, 63% of corporations offered some type of well ness program (Health Research Institute, 1988) . In a recent survey of 976 U.S. companies, 80% of employers sponsored at least one wellness program (Hewitt Associates, 1990) . This seems to reflect the findings of the CEO survey that 91% of the CEOs felt that health promotion programs can help control health care costs, and that preventive health care is underutilized as a cost containment approach (Mercer-Meidinger, 1985) .
Simple and Complex
Ambulatory Care A major cost saving initiative is to reduce hospitalization (e.g., reduce resources used) by transferring care and procedures to the less expensive outpatient setting. Preventive health Care and early treatment of illnesses can reduce the number of illnesses, but may also increase outpatient use. With increased outpatient use, opportunity is provided to obtain better pricing by negotiating discounts with providers or by providing direct services.
In shifting utilization from inpatient to outpatient use, corpora-tions and insurers do have to be careful. In standard indemnity plans and Preferred Provider Organizations (PPOs), increasing coverage of outpatient services to encourage use does not necessarily decrease inpatient use if inpatient coverage is left unchanged. The resultant increase in office visits provides more opportunities for health care providers to find reasons to hospitalize employees. Also, incentives should not be provided for those services that would have been provided on an outpatient basis anyway. The utilization management techniques discussed in the next section may be employed to achieve cost savings under indemnity and PPO plans (Ginsburg, 1987) .
Another basic method to help reduce resource utilization is to shift more of the costs to employees through copayments and increased deductibles. In 1982, only 30% of employers required deductibles. In 1984, 63% required deductibles. An employer can reduce claims payments approximately 40% by changing from no cost sharing to 25% coinsurance. Two thirds of this reduction is the result of directly transferring costs to employees. The rest is a combination of judicious use of resources and some increased provision of unpaid services by families and friends (Ginsburg, 1987) .
Unfortunately, deductibles do not significantly decrease the overall costs of health care, and they do reduce employee satisfaction. Employee satisfaction in health insurance decreases as payments increase, regardless of the quality of coverage (Steiber, 1988) . Shifting responsibility for payment to employees may have other drawbacks if employees are discouraged from receiving preventive care before major and costly illnesses develop.
Corporations may choose to provide outpatient services themselves. The services may range from an on-site clinic staffed by nurse practitioners, who diagnose and treat certain conditions in addition to providing a range of health promotion and A majority of respondents said the review procedures would become more stringent in the next few years (Corporate Health Strategies, 1988) .
The more stringent the utilization management, the more effective it is, but the more it also raises client and physician irritation. However, utilization management can produce savings. A recent study reported that just three separate utilization management activities (preadmission certification, on-site review, and concurrent stay review) achieved an 8.3% reduction in total medical expenditures per insured person (Feldstein, 1988) . For an average corporation of 1,000 employees, estimated savings could be substantial (Table   1 ).
Health Maintenance Organizations (prepaid group practice type) have been able to achieve 40% fewer hospital days per person and 25% lower costs overall than standard indemnity plans. HMOs have a strong financial incentive for keeping costs low. However, these cost savings are not always passed on to employers.
To induce enrollment, HMOs have to share some of the cost savings with enrollees. Sometimes HMOs attract more of employers' disease prevention services, to phy-.sician staffed clinics which treat employees for all types of problems. Some even admit employees and follow them in hospitals. Most of these programs were started as employee benefits (Fox, 1984) .
Cost savings have been reported where nurse practitioners provide ambulatory care (Yeater, 1985; Lawler, 1986; Dellinger, 1986) . Care should be taken to ensure that a reduction in costs per visit is not offset by an increased number of visits for the treatment of selflimited minor illnesses or injuries.
-Focusing on preventive health services and health promotion will improve the cost savings. Perhaps the most effective method of ensuring cost effective outpatient use is with alternative delivery systems such as Health Maintenance Organizations (HMOs). The financial incentive is for HMOs to both reduce resource use (e.g., hospitalizations) and to keep employees healthy. If outpatient costs are increased inappropriately, the profits of the HMO, rather than those of the corporation, will be reduced. Interestingly, utilization management rarely reduces resource use to the same extent as HMOs, which can reduce the resources utilized by 25% (Ginsburg, 1987) . HMOs have some drawbacks, which are discussed in the next section.
Preferred Provider Organizations, on the other hand, do not transfer risk from the employer/insurer to the providers. Costs per visit can be reduced through negotiated discounts. But if the overall number of visits increases, overall costs may not be reduced. Utilization management programs are needed to keep the use of overall resources low. In such cases, savings of up to 15% can be achieved (Ginsburg, 1987) .
Occupational health nurses can play a valuable role in helping employees and their families to use the outpatient care systems effectively. Education (formal or informal) on medical self-care, selecting and using providers appropriately, and 
Hospital Care Institutional care allows a large array of highly technical resources and personnel to be focused on a particular individual's problems. For more complex and serious illnesses (e.g., requiring major surgery) these services cannot be provided anywhere except in a hospital. However, for less serious illnesses or procedures (e.g., diagnostic work up, simple surgery), hospital services are often provided for the convenience of the client or the physician and hospital (Torrens, 1978) .
A number of utilization management techniques are used to reduce hospitalizations, and minimize the length of stay and use of hospital resources. In a survey of 100 benefits managers of large corporations, the prevalence of utilization review programs was found to be: • Pre-admission review (95% Health Care Costs (Medical Benefits, 1988) healthy employees, shifting more costs per enrollee to the indemnity plans (e. g., "adverse selection"). However, HMOs do reduce the overall costs to the health care system up to 25%. They also provide other direct benefits to employers. Employees' out of pocket expenses are less in HMOs, increasing the overall worth of their benefits package. Very importantly, offering an HMO can make necessary cost saving provisions in an employer's indemnity plan more acceptable to employees (Ginsburg, 1987) .
Increased enrollment in an HMO in one market area may improve physician practice patterns for all clients and make physicians less hostile to utilization management in general. That is, major reductions in the number of persons hospitalized, the average length of stay, and the number of operations performed could be achieved simply by following the usual practice patterns of other more efficient providers.
PPOs also can achieve up to 15% savings in some cases. Most of their success stems from extensive utilization management techniques. In PPOs, clients and physicians accept utilization management more readily, since they have volunteered to join the plan. However, many employers do not achieve direct cost savings because their discounted prices and decreased utilization often are shared with employees for an improved benefit (Ginsburg, 1987) .
Because of the cost savings involved, managed care is a trend. It is projected that 76% of the population will be covered by some type of managed care plan by 1995 (Table 2 ) (Medical Benefits, 1988) .
Long Term Continuing Care and Rehabilitation
Once the acute phase of treatment is over, long term, supportive, and rehabilitative types of care may be needed. The care may last only a few weeks (as for major surgery) or for many years (as for a stroke). The long term care may begin in the hospital, but it usually continues in the client's home, a nursing home, convalescent facility, or similar setting (Torrens, 1978) .
Disability costs in the U.S. in 1981 amounted to $184.6 billion. Of this amount, $114 billion was for health care. One promising method of reducing costs and improving outcomes for disabled employees is disability case management (Yeater, 1987) . Case management is a comprehensive approach, utilizing individualized plans of care for clients and families.
It is estimated that a carefully implemented case management plan can save at least 8% to 10% of paid claims (Brown, 1989) . One program in Chicago reported savings of $976,000 over a 3 year period for a cost of less than $150,000 for an in-house program (Burton, 1988) . In a 1989 survey of 916 organizations, 57% of companies had case management programs for high cost cases (Hay Group, 1989) . In the past much public policy discussion has centered around Medicaid and Medicare. The next 20 years' focus will be on disability management (Yeater, 1985) .
Another major liability for employers is retiree health care costs. As people live longer and spend more years in retirement, they may incur more health care costs, particularly for chronic illnesses. "Each additional day or year that a person stays alive, he becomes part of the population at risk for all causes of disease and injury" (Roemer, 1986) . Ironically, some may view retiree health care costs as the hidden costs of improving the health of the working age population. The health promotion literature needs to deal more directly with this issue.
Industry spent over $4.5 billion in 1985 On retiree health plans, an increase of more than $500 million from 1983 (The Wyatt Company, 1987) . Employers are amassing significant liabilities for retiree health care benefits as the U. S. work force ages, longevity increases, postretirement benefits are maintained, and Medicare continues to shift more costs to the private sector.
A survey of members of the International Foundation of Employee Benefit Plans found that 55% of the respondents were taking specific measures to reduce the retiree health care liability of their funds (76% by increasing costs paid by retirees). Most of the others anticipated passing increased costs on to retirees in the next few years (International Foundation of Employee Benefit Plans, 1989) .
It is interesting to note the response of CEOs to the question, "Who in your opinion should pay for long term, expensive medical care for the aged sick in this country?" Only 15% felt it was a major employer responsibility. Their responses were: • Federal government (30%). • Individuals/families (24%). • Employer sponsored post-retirement plans (15%). • State governments (10%). • Other (21%).
Cost shifting from employers to their retirees is likely to continue. At the same time, retirees have indicated they do not feel it is their responsibility. In 1989, Congress instituted catastrophic health coverage for the elderly, funded through increased payments by retirees. The program was subsequently repealed due to extensive lobbying by retirees who did not want to pay the increased costs.
Blue Cross/BIue Shield estimates that the repeal of the Medicare catastrophic care program will increase premiums for Medicare supplemental insurance an average of 43% ($8 to $21 per month depending on the region of the country). This is in addition to increases Blue Cross feels are needed to cover the cost of health care inflation (Tolchin, M. "Many elderly seen facing an increase in insurance costs." The New York Times, Oct. 26, 1989) . Some retirees are upset over corporate cuts in their health benefits. A group of 114 salaried retirees from General Motors has filed a class action suit against General Motors seeking to fully restore the health and hospitalization benefits that GM reduced or eliminated in 1988 (Howard, 1989) .
It remains to be seen where the major responsibilities for retiree health care benefits will fall. Many parties will be paying more attention to the issue of retiree health care benefits, especially long term care, in the future.
Care for Social, Emotional, and
Developmental Problems Social, emotional, or developmental conditions comprise a specific subset of long term problems, requiring a wider range of services than those usually provided in a physician's office or hospital. This category may require the most complex of all health services but is frequently the most loosely organized and poorly financed (Torrens, 1978) .
Corporations and insurers generally are paying 7% to 10% of their claims dollars on mental and nervous (including substance abuse) claims. Approximately 80% of these dollars are spent on inpatient treatment rather than less costly outpatient care. This pattern is aggravated both by benefits design and an increase in the number of providers (Lee, 1987) .
Many employers have high cost sharing for outpatient care (typically 50% of the charge with an annual maximum) with some limitations on inpatient benefits (e.g., 28 day limit). For treatment that could be provided in either setting, the financial incentive for clients and providers has been for inpatient care.
The number of psychiatric hospital beds has also increased. When Congress enacted the Prospective Payment System in 1983, psychiatric cases were exempted from the payment formulas until 1988. A major trend in expanding psychiatric hospital beds occurred. For example, Utah doubled its psychiatric beds from 1983 to 1986. However, the need for more mental health services has been recognized in this time period. A 1984 National Institute for Mental Health study identified 29.4 million Americans as having a mental disorder; yet more than 20% of the mentally ill were receiving no treatment, including two thirds of the nearly 3 million seriously disturbed children in the United States.
Employers also are beginning to recognize the economic losses associated with mental and nervous disorders. For example, it is estimated that the problem drinker uses eight times more medical care, is absent from work 2.5 times more often, and has 3.6 times more accidents on or off the job than other workers (Lee, 1987) .
Rooney
Corporations are left with a dilemma: how to identify and provide needed treatment while reducing unnecessary and costly use of mental health benefits. Despite the fears of some, reduced cost sharing for outpatient benefits does not lead to uncontrolled expenditures. In situations where mental health coverage is the same as the coverage for physical problems, mental health benefits have been only 8% to 10% of the total benefit costs. A large majority of clients benefit from mental health treatment; their symptoms become less severe or disappear and their social functioning improves (Ginsburg, 1987) .
Some other encouraging findings are: • Persons receiving treatment for mental health problems use approximately 20% less care for physical illness. • The literature shows no relationship between effectiveness of care and length of treatment. • The profession of the therapist, i. e., psychiatrist, psychologist, etc., or the method of treatment has no correlation with the effectiveness of care (Ginsburg, 1987) . The utilization review methods effective for non-mental health care have good potential for reducing the costs of care for mental and nervous disorders. In a recent survey of 976 U.S. companies, the most commonly used cost management approaches for mental health and substance abuse claims were case management (58% of employers), precertification (54% of employers), and concurrent stay review (49% of employers) (Hewitt, 1990) .
Many employers are instituting Employee Assistance Programs (EAPs) for early identification and treatment of mental and nervous disorders. In the early 1980s, over half of the Fortune 500 companies reported the existence of EAPs. That number is growing, along with the reports of their cost effectiveness (Yeater, 1985; Lee, 1987) . Occupational health nurses can playa valuable role in implementing and/or supporting EAPs in their companies.
USING THE ADVANTAGES OF SIZE AND NUMBER
When those who pay for health care act together, they can achieve two distinct cost saving advantages basic to the economic system: Scale economies-it often requires little more effort and resources to perform a given function for a large organization or group of organizations than for smaller organizations; and Market power-sellers are more willing to respond to buyers' requests if buyers represent a large portion of the sellers' business and are in a position to buy elsewhere. Market power can also be used in the political arena to influence governmental actions to help control health care costs.
Three channels in which buyers most commonly use the advantages of large numbers are self-insurance, private group action, and government action (Ginsburg, 1987) . Self-insurance allows employers to utilize better cash management, avoid some insurance regulation, and increase control of their health plan. The latter is especial1y important if employers want to institute cost control measures that a regular insurer may not offer. In 1984, an estimated 75% of employers with 7,500 to 10,000 employers were self-insured. This compares to only 25% in 1980.
Private group actions include multi-employer trusts and coalitions that have been widely used to reduce the costs of health benefits. The trusts allow a number of small companies to combine their resources to self-insure and/or gain other advantages of larger groups. This approach has a number of advantages and disadvantages.
Coalitions generally are geographically localized groups organized to carry out a broad range of health cost management activities. About half the coalitions include health care providers in the belief that cooperation with providers yields better results. Interesting examples of the use of market power by corporations are currently occurring across the country. In Cleveland, for example, employers representing 350,000 workers and dependents are working with a local hospital and medical associations to develop a quality measurement system for use in selective contracting with hospitals.
Companies using this approach adopt either quality outcome or process indicators, and select providers based on their performance. It is felt that cost savings will natural1y fol1ow. An officer of the Greater Cleveland Hospital Association recently said, "It seems inevitable that employers wil1 move business on a large scale to specific providers" (Meyer, H. "Some employers to select providers by outcomes." American Medical News, Feb. 9, 1990) .
If this trend continues occupational health nurses can playa valuable role, especial1y for many medium and smal1 companies. Often the only health care professionals in their companies, occupational health nurses can provide valuable guidance in developing programs that maximize quality care while trying to contain costs.
DEMAND FOR DATA
To improve the effectiveness of their decisions about health care cost containment, employers are focus-ing on data collection. About 75% of employers surveyed by the Midwest Business Group on Health in 1988 said they were not getting the data analysis they needed from health insurers and HMOs. Employers are even hiring data specialists to help them "to understand the information, identify problems, and evaluate change." However, they are frustrated by working with information that was not collected to be used for management reporting (Goldberg, A. "The data dilemma." GHAA News, July/August, 1988).
One innovative program was instituted by Adolph Coors Company with a local hospital. Coors wanted timely and accurate information, so the hospital created a direct link between Coors' benefits department and the hospital computer system. Adding provisions for confidentiality, Coors now has greatly increased the timeliness of information needed for implementation of cost containment programs (Drost, 1988) .
Employers will pressure for more data in the years ahead; and they will use the results of the data analysis to influence health care cost containment efforts.
CONCLUSION
Corporate America is still wrestling with health care cost containment. Some 90% of the CEOs in the 1985 Mercer-Meidinger survey rated health care costs as a top management -priority. In contrast, of 100 senior level benefit managers in the top U.S. corporations surveyed, 40% stated their CEOs regarded health care cost control as only "somewhat important" (Harper, 1988) .
It is taking time for CEOs to implement their commitments to health care cost containment throughout their organizations. As health care costs continue to increase, more systematic corporate attention will be directed to this area. Corporations' attempts to exert more control over the health care system will increasingly affect insurers, health care organizations, individual providers, and consumers.
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Although few companies have coordinated long range • plans in place, corporations' attempts to exert control over the health care system will affect insurers, providers, and consumers. Faced with eroding profitability from rising health care costs, corporations are beginning to aggressively implement cost containment strategies.
As health care professionals gain a better understanding of the forces affecting the American health care system, they are in a better position to influence the changes. It is critically important to try to maximize quality while containing costs. Occupational health nurses, especially, can fill a significant role.
With an increased understanding of the issues involved in corporate cost containment efforts, occupational health nurses can build better relationships with benefits managers and plan designers. If occupational health nurses help design and implement cost containment programs, they can obtain more support for preventive health programs, and be instrumental in guiding cost containment efforts to maximize employee health while minimizing adverse effects.
